Sir, An 82-year-old farmer presented with multiple asymptomatic verrucous growths on the left lower limb of 23 years duration. He could not recall any definite history of trauma, before the appearance of the lesions. On examination, there were three discrete verrucous plaques on the left leg [ Figure 1a ]. Multiple black spots were seen on the verrucous plaques extending from medial malleolus to lateral malleolus covering the entire anterior aspect of left ankle [ Figure 1b ]. Possibility of cutaneous chromoblastomycosis, tuberculosis verrucosa cutis and lichen planus hypertrophicus was considered. There was no regional or generalized lymphadenopathy. Complete blood count, liver function test and renal function test were within normal range. X-ray of the limb did not reveal any abnormality. Examination of the black dots in 10% potassium hydroxide (KOH) preparation did not show any spores. Histopathological examination of the lesion showed hyperkeratosis and papillomatosis with brownish thick-walled copper-penny bodies within mixed inflammatory infiltrates composed of neutrophils and lympho-histiocytes in the superficial dermis [ Figure 2a and b]. Culture of the tissue biopsy specimen did not grow any organism. A diagnosis of chromoblastomycosis in sporotrichoid pattern was made based on morphology of the lesions and histopathology findings. The patient was treated with itraconazole 200mg twice daily. There was a marked response after 2 months of treatment [ Figure 3 ]. He is on regular follow-up and continuing the treatment.
10% potassium hydroxide (KOH) preparation did not show any spores. Histopathological examination of the lesion showed hyperkeratosis and papillomatosis with brownish thick-walled copper-penny bodies within mixed inflammatory infiltrates composed of neutrophils and lympho-histiocytes in the superficial dermis [ Figure 2a and b]. Culture of the tissue biopsy specimen did not grow any organism. A diagnosis of chromoblastomycosis in sporotrichoid pattern was made based on morphology of the lesions and histopathology findings. The patient was treated with itraconazole 200mg twice daily. There was a marked response after 2 months of treatment [ Figure 3 ]. He is on regular follow-up and continuing the treatment.
Chromoblastomycosis is a chronic cutaneous and subcutaneous fungal infection caused by dematiaceous fungi, following traumatic implantation of the organism. It can spread by autoinoculation and rarely through lymphatics. 2, 3 Cutaneous lesions begin as erythematous papules, cauliflower-like nodules or warty growths. They gradually enlarge to form large plaques with brown or black dots on the surface. The most common sites of involvement are the distal limbs. Rarely, it occurs on buttocks, trunk and face. 1 In advanced disease, it can spread to adjoining skin as satellite lesions. Such spread occurs from autoinoculation or transmission via the lymphatic system. 4 In a review of literature, we found four cases of chromoblastomycosis with sporotrichoid distribution. 1, [4] [5] [6] The sporotrichoid distribution of lesions is seen in sporotrichosis, cutaneous tuberculosis and atypical mycobacterial infection. Chromoblastomycosis can be differentiated from these conditions by identification of the copper-penny bodies, histopathology and culture. Usually, histopathology reveals acanthosis and may demonstrate pseudo-carcinomatous hyperplasia. Neutrophils and giant cells may be seen infiltrating the epidermis with occasional formation of micro-abscesses. The dermis reveals a granulomatous tissue reaction with a mixed focal or diffuse inflammatory infiltrate consisting of lymphocytes, neutrophils, monocytes, plasma cells, eosinophils and giant cells of the foreign body and Langhans types. The copper-penny bodies may be seen both intracellularly and extracellularly.
The diagnosis of chromoblastomycosis is from microscopic identification of Medlar bodies/fumagoid bodies/muriform bodies/copper-penny bodies/sclerotic bodies on scrapings from the lesion in 20% KOH and/or histological examination of a biopsy specimen and by culture of scrapings or biopsy material. 1 Our patient had multiple nodules in a linear fashion distant from the primary plaque and the diagnosis was confirmed by demonstration of copper-penny bodies in tissue section.
Treatment options include itraconazole, terbinafine and potassium iodide. Our patient was treated with oral itraconazole 200mg twice daily and after 2 months there was good response without any side effects of therapy.
In chromoblastomycosis with satellite lesions, presentation in a sporotrichoid fashion is rare. 1 In our case, based on the morphology, autoinoculation following scratching or minor trauma might have been the cause rather than lymphatic spread. We could not isolate the organism in culture, but the histopathology and response to treatment proved the diagnosis retrospectively. Though isolation of organism in culture is regarded as the gold standard for diagnosis, in resource-poor centers, classical morphology and histopathology can be the pointers to diagnosis. We have compiled and compared the four cases with our case in regards to clinical morphology, site of involvement, investigations and treatment outcomes [ Table 1 ]. 1, [4] [5] [6] We report this case because of its rarity and response to monotherapy with itraconazole.
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